Background
Mental health has been recognised as a global priority. The World Health Assembly adopted the World Health Organization (WHO) Comprehensive Mental Health Plan 2013-2020 in 2013. 1, 2 One of the objectives of the plan stipulates that health systems should 'provide comprehensive, integrated and responsive mental health and social care services in community-based settings'. 1 With limited resources for mental health worldwide, a call has been made to task-share some traditional mental health services to other cadres of staff. 3, 4, 5 In South Africa, there is increasing momentum to integrate mental health care into primary health care (PHC). 6 One reason for this is the reality of too few mental health care practitioners, particularly in the public health sector (which serves 80% of the population) and especially in the rural areas. 7 It is estimated that 75% of people with a mental health problem in South Africa do not receive treatment. 8 Some unintended consequences of traditionally having a vertical mental health care service within PHC have also been observed, including a dichotomy of care and nonrecognition of mental illness as a driver of many PHC complaints. This was suggested by a study of 18 856 consultations where headache, generalised body pains and other somatic complaints were frequent reasons for encounter in PHC clinics in South Africa, while no psychiatric illness appeared amongst the top 25 diagnoses. 9 There is also a recognised impact of comorbid mental health on chronic health conditions. An analysis of the World Health Surveys reported that patients with one or more physical health complaints are significantly more likely to have depression than those without chronic physical disease. Those with depression comorbid with http://www.phcfm.org Open Access physical disease had the poorest health scores of all the disease combinations. 10 There are benefits to physical health outcomes when depression is identified and treated. For example, treatment for depression has been strongly associated with improved outcomes from treatment for HIV with highly active antiretroviral therapy (HAART). 11 Part of a proposed model of integration, in line with WHO, is to 'task-share' some mental health care with primary care workers in order to improve access to specialist psychiatry care within available resources. 12 There are also some perceived secondary benefits, such as the reduction of stigma. The Practical Approach to Care Kit (PACK) or Primary Care 101 guidelines used in the Western Cape province provides a tool for primary care workers to perform screening, assessment and evidence-based treatment for patients with mental health complaints, before onward referral. 13 A core ingredient for implementation of this model is the training of PHC workers to deliver quality mental health care. However, there is a paucity of literature on evaluating training strategies towards this end. A recent systematic review found a predominance of short, high-intensity training programmes, many delivered in partnership with expert tutors from high-income countries.
14 A need for a pragmatic, feasible and sustainable model of integration and training for mental health care in PHC is needed for lowresource settings, such as the one described here.
We describe an in-service, long-term training programme delivered in a rural community health centre in South Africa by the local mental health team, aimed at improving tasksharing and integration of mental health into PHC. The programme aims to provide a sustainable model of training that can be rolled out without large numbers of additional human resources. The training sessions also aimed not only to improve knowledge of mental health, but also to provide a supervision system for PHC workers and a feedback mechanism for the mental health team to communicate with PHC staff. Training in this model is provided predominantly by the mental health nurse working in the district. The programme includes provision of 'training the trainers' and educational mentoring for mental health nurses to develop skills in teaching and supervision. Fostering these skills in specialist teams will be important if 'task sharing' is to succeed. This aims to empower mental health nurses to improve their own service as well as being a more sustainable, long-term approach to short, externally driven courses.
Methods

Study design
Mixed methods were used in this quasi-experimental study to qualitatively and quantitatively evaluate the implementation of a mental health care training programme.
Setting
The study was performed at Conville Community Health Centre in George, a rural town in the Eden district of South Africa. The centre is one of the 10 PHC facilities that serve a predominantly public sector population of about 200 000 people. The clinic is staffed by eight PHC nurses and three PHC doctors, a pharmacist, a dentist, a visiting physiotherapist and some sessional health staff. A mental health care nurse is allocated to the clinic from Monday to Friday (the clinic is closed after hours and weekends) and a consultant psychiatrist visits once a week. The clinic also has access to the one district psychologist. This clinic was chosen as the study site as it has a high number of mental health care consultations (200-300 per month) and these were performed almost exclusively by the mental health nurse. Once patients screen positive for a mental illness by the PHC staff, they are referred to the mental health care nurse. Assessment of patients prior to referral to the mental health nurse was perceived as very limited.
Study population
All primary care workers at the clinic were invited to the training. In addition, some staff from neighbouring smaller clinics who referred patients to the clinic also attended the training. The participants included primary care trained nurses, health promoters and professional nurses. We took an inclusive approach with the aim of fostering collaborative care and encourage interprofessional communication in the clinic. Fourteen participants were included in the evaluation. Twenty participants attended at least one training session. Staff were excluded from the evaluation if they missed more than three training sessions.
The intervention
The PACK guidelines were used as the core content of the training. This package of PHC symptoms was developed by the Knowledge Translation Unit of the University of Cape Town, and has extensively been tested and implemented in various settings in South Africa and Brazil.
15 Practical Approach to Care Kit is equivalent to the Primary Care 101 guidelines that are also used in South Africa. Within the PACK guidelines, primary care workers are guided through first-line treatments for depression, substance misuse, psychosis and dementia. A training manual was developed, which provided some expansion of the PACK guidelines and also a logbook of completed case-based discussions, with space to record feedback and agreed development points. Training was delivered in weekly 1-h sessions at the clinic before the day started at 07:30. The format was a group discussion, case-based discussions based on actual patients seen in the clinic and some role plays. Additional catch-up sessions were provided when staff missed training because of leave and other commitments.
Participants were asked to bring cases they had seen in their primary care work for discussion to the training sessions.
The remit for these cases was broad, including, for example, a patient in denial about an HIV diagnosis, as well as cases that fit into the common mental disorder topics such as depression.
A trainer's guide was developed and tested during the programme, which provides questions to ask the group to stimulate discussion and guide to facilitating case-based discussions. The training was facilitated by the mental health care nurse, initially with support from the psychiatrist who attends the clinic and the first author. This support was gradually withdrawn as the confidence of the mental health care nurse improved.
In addition, primary care nurses were timetabled to the mental health nurse's clinic once every 2-3 weeks to perform supervised patient interviews. Primary health care doctors were also invited to the training sessions, but few were able to attend and no doctors completed the course.
Although not formally evaluated here, in parallel to the training programme, workshops on mental health awareness were held for clinic support staff, including reception staff, domestic staff and nursing assistants. These sessions focused on demystifying mental illness and allowing place for staff to discuss their experiences. The aim of this intervention was reduction in stigma associated with mental illness and involvement of all clinic staff in improving the care of patients with mental illness.
Data collection
Data were collected before the training began and again at a predetermined evaluation point, 4 months into the training programme. The training programme was intended to continue after the evaluation point as a supervision system. All participants completed a self-administered questionnaire before and after the training. They rated themselves on their competence at diagnosing and treating common mental disorders, as well as some core skills for mental health, such as mental state examination, on a Likert scale ranging from 1 to 5, where 1 = do not agree at all, 2 = do not agree, 3 = unsure, 4 = agree, and 5 = strongly agree.
This questionnaire was adapted with permission from the Programme for Improving Mental Health Care (PRIME) selfrated competence questionnaire. 16 All referrals from the PHC team to the mental health care nurse at the clinic were collected for a period of 1 month prior to training and for 1 month at the defined evaluation point 4 months later. The number and quality of the referrals were assessed against the PACK guidelines.
Group semi-structured interviews were performed by the first author before devising the training programme as part of a learning needs assessment and to identify potential barriers to primary care nurses using the training content in their everyday work. An interview guide was used for this purpose. A qualitative feedback form was also completed after 2 months of the training for ongoing improvement of the sessions. Case-based discussions also provided a useful vehicle for qualitative feedback on how the participants were progressing in their assessment of patients. Participants could feed back difficulties that they had with performing their new role in mental health care, both in terms of their own skills and knowledge and the set-up of services.
Questionnaires and qualitative feedback from participants were collected specifically for this study. Other data on referrals and number of patients devolved were already collected at a district level as part of routine monitoring.
Data analysis
Quantitative analysis was performed using basic descriptive statistics. Questionnaires at the evaluation point were compared with questionnaires completed before training. The number of referrals was also calculated and the percentage compliance with current best practice guidelines before and after the training programme. As the sample size was small, it was decided not to perform statistical analysis for significance on either the questionnaire or referral data.
Qualitative analysis of the semi-structured interviews and feedback forms was performed using a thematic approach. 
Ethical considerations
Results
Fourteen participants consented and were included. Of these, nine were PHC nurses. One participant was a professional nurse from the local Youth Correctional Centre. Other participants included assistant nurses and health promoters. Other staff members who were not included in the evaluation but attended some of the training included PHC nurses from surrounding clinics, student nurses and a medical intern. One PHC doctor attended four sessions before the evaluation point. All participants were female (see Figures 1 and 2) .
Questionnaire data
A self-rated competence questionnaire was used before training and at the predefined evaluation point 4 months into training. At the evaluation point, all core topics had been covered. Supervision using case-based discussions continued after the evaluation point. Four of the participants did not complete a post-evaluation questionnaire. A sample of the questionnaire data is shown in Figure 3 .
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Referrals
The number of referrals from primary care nurses to the mental health nurse decreased following the training programme. However, the total number of referrals is small and the month of December was very disrupted by staff leave and smaller patient numbers. All referrals received from training participants after training were of high quality and much more considered than before training. All three referrals included mental state examinations, which primary care nurses had not included in any referrals before (see Tables 1 and 2 ).
Qualitative feedback
The four major themes that emerged before the intervention included the following:
• Mental health is currently 'separate'. ' We need to adjust in our minds and think back to previous training a long time ago.' (PHC nurse, 43 years old, female)
This was concordant with current practice, which was to send patients complaining of mental health symptoms directly to the mental health nurse, without an assessment in primary care.
• Mental health patients are a big demand on nurse's time. ' We need to be able to spend time talking. Cannot "prescribe and go".' (PHC nurse, 48 years old, female)
• Mental health patients 'cannot wait'.
'That they are unable to wait in the queue for primary health care and it is easier for the smooth running of the clinic if patients are sent straight into the mental health sister's waiting area.' (PHC nurse, 51 years old, female)
• Lack of confidence and 'feeling uncomfortable' with mental health assessments. ' We do not feel comfortable with mental health.' (PHC nurses)
During training, a theme that emerged was that mental health nurses were sometimes afraid to say the 'wrong thing' during consultations with mental health patients. In addition, they often knew the main symptoms they were looking for, but not what questions to ask to elicit them. In response to the question, 'When did you last have training in mental health?', participants replied:
'I lost most knowledge due to lack of practice and in service trainings.' (PHC nurse, 55 years old, female )
'I want to learn more about mental health.' (PHC nurse, 38 years old, female )
The three major themes that emerged during the intervention included the following:
• Training was very useful, particularly in the context of clinical supervision. Feedback recorded on a written feedback form given out after 2 months of training was that overall the training was mostly 'very useful' or 'quite useful'. Participants would like more opportunities to do supervised cases and sit in with the mental health nurse as this was the part of the training often neglected in favour of clinical commitments. Primary care nurses preferred in-service training over time compared with once-off, off-site courses.
• The discussions did foster some innovation within the team. One nurse from the local correctional centre designed a new pro forma for mental health assessment, based on what she had learnt, to improve her referrals to the mental health nurse.
• Engagement in the training programme increased over time.
Participants became more comfortable with discussing cases and answering questions.
Discussion
A recent Lancet systematic review on mental health training of health workers in Africa identified as a key knowledge gap the evaluation of training that facilitates implementation of integrated mental health systems. 14 This article describes a feasible and low-cost example of a training programme that provides a mechanism to encourage 'task-shifting' of first-line mental health care to primary care nurses, establishes supervision systems between primary and secondary care and develops teaching and leadership skills amongst mental health nurses. However, when considering the outcomes of this evaluation, the study is limited by small participant numbers, lack of control group and shortterm outcome assessments.
The format of the training programme appears unusual in the context of other published similar interventions. On systematic review, Germaine et al. found that all identified educational interventions for mental health workers in Africa employed some didactic methods of teaching. Only two studies employed a 'training the trainers' approach, which was an important component of this intervention.
The implementation of this model of training in a PHC clinic was well received and proved very feasible. Some of the advantages of the programme identified included its longterm nature, its role in providing development opportunities for mental health nurses and its use as a system for supervision as well as training. This is in line with previous work that showed that bringing an educational project into the health system was perceived as evoking a new 'identity' for health staff, as educators and collaborators. 17 There is a sense of an enhanced 'status' for the clinic as a result of being a recognised site for training, with the nurses' own professional learning most likely being enhanced as a result of supervising others. 17 While interventions that provide short, intensive training programmes can provide large numbers of people with high quality training, there is little evidence that it translates into a change of clinical practice. Similarly, once-off training sessions have also not resulted in a change in practice in the Eden district. One reason for this may be that mental health has some differences from other areas of chronic disease care. Historically, there has been a separation of psychiatry from the rest of medicine in South Africa. 9 Integration will therefore require a change in attitude, perception and behaviour, as well as improving knowledge of mental health conditions, in line with international recommendations towards having an interdependent systems approach in health. 18 Subsequently, a longer term training programme with more room for follow-up, feedback and reinforcement over time has a particular strength.
In-service training also has potential as a vehicle for putting staff supervision systems into clinics and developing the skills needed to supervise other staff in mental health care. If task-sharing has to succeed, mental health nurses and psychiatrists will need to take more of a role in teaching and supervising others. The mental health nurses in this intervention needed more support in their roles as trainers than was initially anticipated. Two 'training the trainer' sessions as well as ongoing one-on-one mentoring were provided. If the task-sharing model has to succeed, mental health nurses and specialists also need to be capacitated in their role as supervisors, trainers and leaders.
Delivering of training through existing clinical structures has its benefits. Discussion of 'real' cases with staff who work together in the facility allowed staff to use training to look at how they work. For example, the referral pathway from HIV counsellors to mental health was discussed. In this way, they could help facilitate the transition towards integrated care.
There were also some potential disadvantages of the programme identified, which included the following:
• Mental health nurses as tutors sometimes lack confidence and authority in teaching.
• The intervention is relatively resource-intensive in terms of time and staff available for multiple sessions, compared with delivering a lecture style session to more participants. However, it is less resource-intensive in the sense that it makes use of existing staff members and does not impact heavily on clinical time.
• The quality of training will vary depending on teaching skills and knowledge of the individual mental health nurse. Use of the 'trainer's guide' and the PACK guidelines aim to provide a baseline level of quality. However, the ability to change perceptions of staff members and inspire them to use this knowledge in their work will be influenced more by the skill of the trainer.
• The challenge of engaging doctors in the programme: Doctors tend to have sessional appointments at clinics, or rotate, and so they are more difficult to access for inservice training. There may also be a perceived barrier between nurses and doctors that does not encourage learning, particularly when a nurse is delivering the training. Attendance from doctors was good when a consultant psychiatrist taught at their established clinical update meeting. If doctors and nurses could be learning together, it could help to improve communication and continuity of care within a clinic.
Some primary care nurses reported that they did not always feel that they had much to offer patients with mental health problems, and this may contribute to their reluctance to ask about mental health symptoms. Primary care nurses lack the ability to prescribe antidepressants or to refer for cognitive therapies. They reported not feeling that they had 'the time to talk'. Keeping the provision of treatments for mental health problems in the field of 'specialists' may perpetuate the view that mental health is a separate sphere. If primary care nurses felt they had more treatment options to offer, they may be more engaged in screening for symptoms.
A weakness of the study was that it did not capture the impact on the service users. It was not possible to collect data on patient's perceptions of a primary care-led service, or the training's impact on detection rate of mental illness. There is work elsewhere that demonstrates good patient outcomes with integrated care. 19 This will depend on the local context.
There is a risk with a 'systems' approach, namely that the impact of change in services on patients is lost. Task-sharing should be driven by improving detection of mental illness in patients who attend for other chronic conditions and improving access and integration of care. There are other advantages to a 'mental health literate' primary care team, such as a reduction in stigma. A PHC team that understands mental health problems, knows how to look for them and is comfortable asking questions about a patient's psychosocial well-being is likely to be beneficial overall. If primary care nurses feel increasingly responsible for mental health patients but do not feel empowered to provide them with treatment options, then there is a risk they will avoid asking about mental health symptoms.
Conclusion
The aim of the study was to develop and evaluate a locally delivered, long-term, in-service training programme to facilitate the delivery of mental health care at a primary care level. We demonstrated that such an intervention is acceptable and feasible to clinic nurses in PHC, supporting the transition into a task-sharing model of integrated mental health care. Staff engagement in discussions improved noticeably after 3 months, showing the importance of persistence with this type of intervention. The value of the process in developing the mental health nurse as a trainer and supervisor was underappreciated at the start of the programme. We expect this model to have greater sustainability in the long term than in shorter, externally driven courses. The next step will be to re-evaluate staff knowledge and practice after a longer time period.
